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Advances in treatment of breast cancer have not avoided using mastectomy in all cases, and when this happens, we are dealing
with a woman who is suﬀering from psychological problems. In order to study this issue we have carried out a research with
the collaboration of The Andalusian Association of Women with Mastectomies (AMAMA) in Seville, which provided us with
a sample of 46 mastectomized women. The objective of this study is to analyze in depth the psychological reaction of women
to mastectomy through its diﬀerent stages from diagnosis to surgical treatment. We chose a cualitative method so as to explore
the subjective components of psicologycal respons. As a result, we found in studied women: (a) The “fracture” of the “corporal
imaginary” related to the disappearance of a valuable organ, linked to the feeling of loss of personal attractiveness, low self-esteem
and avoidance of social relationships. (b) The problem with “femininity” has been linked to the issue of “desirability”, something
innateinthe“feminineposition”.(c)Manyofthemkeepinmindtheideaofmutilation,asa“hole”whichisimpossibletointegrate.
(d) Finally, we demonstrate how certain features of personality made them especially vulnerable to the explained phenomena.
1.Introduction
Breast cancer is the most common malignant tumour in
women, but nowadays there has been a great progress in its
early detection and treatment, improving the diagnosis of
the disease [1]. In this sense, the practice of the conservative
surgery tends to be done, and it contradicts the defending
ideas which asserted that “we had to remove as much as
we could.” Consequently, there has been a reduction in the
amount of these traumatic operations which took place with
the only purpose of saving lives.
Despite these technical advances, mastectomy continues
to be practiced, and several authors assert [2] that there is
40%ofbreastcancercasesinwhichitisstilldone.Thisisdue
to various reasons (size or position of the tumour, anticipat-
ing a bad cosmetic result, small breast, multifocal tumour, a
woman’srequest,etc.).Althoughthisoperationmaybedone,
sometimes an immediate reconstructive surgery of the breast
is performed. This technique, becoming more and more
popularinrecentyears[2,3],triestopreservethebreastwith
its natural appearance in aﬀected women. In order to achieve
that, some resources and coordination in medical teams are
necessary, what unfortunately is not always the case.
We sometimes witness situations in which these
favourable conditions are not given, and we are in the
p r e s e n c eo faw o m a nw i t hal a c ko fh e rb r e a s tw h os h o w s
psychological disorders that can be noticeable [4–11]. Barcia
[12] stated that “mastectomy causes more trauma than the
cancer illness itself,” hence the need to deal in depth with
thisissueinordertopromoteareasonablepsychotherapeutic
treatment for this women [13].
In this study, we intend to analyze the psychological
issues aﬀecting a mastectomised woman, particularly those
due to the lack of her breast and how the subjectivity of
this woman assimilates this event, involving various aspects
(aesthetic, related to femininity, relational, etc.), since the
breast is not just a gland that receives hormonal inﬂuences,
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for being part of the “female body image” and has an
indisputable erogenous value to both the aﬀected person and
her couple.
We next lay out the diﬃculties of the current study.
(a) It seems frivolous to deal with this issue in the
presence of such a serious disease, where the most
important thing is to save a life. Hitherto, this has
been the only concern of the doctors, who have
shown little interest in the matter of the feelings of
women.
(b) Suchstudyshouldincludeseveralpsychologicalcom-
ponents somehow uncomfortable to talk about, such
as the eroticism in women, femininity, the mecha-
nisms of male-female attraction, and autoeroticism.
(c) New conceptual tools are needed because psychology
and traditional psychopathology focus mainly on
the conscious aspects (or cognitive), and they lack
elements to approach this kind of experiences.
Here we also develop a previous research in which we
coined the term “Sexualised Body Schema” (SBS) [14, 15]
in 1991, in an intend to give an account of a series of strictly
feminine reactions.
2.MaterialandMethods
The data of the research comes from a sample of 46 mastec-
tomised women belonging to Andalusian Association of
Mastectomised Women (AMAMA). Ethics approval was
obtained from the institution, and they participated vol-
untarily. They were middle-aged, middle class, and both
working and nonworking women. The researchers perfor-
mance took place in the doctor’s oﬃce at the Department of
Psychiatry of the Faculty of Medicine in Seville. Interviewers
were all doctors.
The method consists in a series of scheduled interviews
in which the role of the interviewer is to facilitate the
free speech in women making possible the unrestricted
communication of their illness experience at its diﬀerent
stages. To achieve this aim the researchers have to listen and
write down carefully whatever the woman says, and anything
that may disturb or misunderstand the compilation of these
statements must be put aside (psychological or psychiatric
theories, personal beliefs, worries, allusions to the body,
value judgments, etc.). By doing so, we get a spontaneous
verbal material not inﬂuenced by the observer, and, as a
result, the recorded sentences come to be isomorphic with
what happens in woman’s “inner” when they express the
experienced distress regarding their breast operation.
The analysis we propose is complex because of the
multiple psychological components of these experiences in
which each woman discovers a particular vision of the
problem. So we must take into account the following special
feature of this verbal material.
(a) This verbal material consists in expressions which do
not normally occur in the context of these women’s
daily lives, because of a clear censorship on these
issues for many reasons (avoid worrying the family,
maintain an image of strength, avoid being rejected,
etc.). Since the interviews were set up in a noncritical
context,awayfrom“socialcensorship,”thesecontents
were revealed.
(b) The most interesting statements that give an account
of the suﬀering of these women and the aﬀective
aspects of their experience did not appear when
expected, for example, when asking them a direct
question on some issue, cause of a defense mech-
anisms that led them to leave those experiences
behind and go away from those in which they had
felt vulnerable. But in the course of free speech,
these experiences were reported when the defense
vanished, what justiﬁed our method. We will quote
some of them here textually.
(c) While the investigation progressed, both the women
and the researchers beneﬁted from the verbal mate-
rial in two ways: ﬁrst the analysis of women experi-
ences became more and more concise and detailed
since the verbal expressions helped them to name,
put in order, and clarify their experiences which were
initially confused enough to overwhelm them. Miller
[16] describes this phenomenon as “signiﬁcantiza-
tion” and letting the women felt relaxed and less
stressed. Second, the interviewer was able to obtain
a much higher quality speech in describing women
feelings.
(d) The interviewed women were able to bring to mind
circumstancesthathadbeenapparentlyforgottenbut
showed by the emotional vivacity deployed in the
interviews. The verbalization of many of these facts
was accompanied by honest emotional expressions,
making the doctor’s oﬃce a suitable context for the
emotional relief (catharsis).
As we stated in a previous work, you must consider
classifying the patients speech into “useful statements” and
“useless statements” [17]. The latter are generally related to
stereotypes (to make a good impression, avoid giving an
image of weakness, repeat sentences heard before in a social
context, etc.). For this reason we had to make speciﬁc tactical
interviews in which women were reminded that they were
not going to be judged or criticised at no time and that they
could express themselves openly and unrestrictedly, making
sincere verbalizations that had a greater interest for us.
We are not using quantitative methods to deal with
these patients (scales, surveys, questionnaires, etc.). We do
not think it is appropriate for the following reasons: (1st)
questionnaire works as a distraction, since it forces the
person to focus on it instead of her own particular feelings
losing both the time and the verbal material that give
an account of the problems, (2nd) the experiences to be
reported do have a qualitative rather than quantitative value
[18, 19], and (3rd) what you get from clinical scales (anxiety,
depression,obsessions,etc.)isoftenwhatisexpectedwithout
reaching a new knowledge (e.g., it is obvious that women
with breast cancer may suﬀer from anxiety, what is easilyInternational Journal of Surgical Oncology 3
demonstrable with high score in anxiety scale). Therefore,
we consider that the use of these methods is a diﬃculty more
than a help, in this type of research [17].
3. Results
Intheearlystagesofthediseaseacuteemotionalreactionsare
produced due to the women’s attempt to adapt themselves to
the new situation [20]. Later, when the surgical wounds heal
and acute experiences are relieved, speciﬁc attitudes of the
mastectomised women emerge, being more organised and
having ﬁrm positions. These are developed in a gradual way
and are related to the experiences of the body which has been
altered by the ablation. On the following paragraphs we will
give an account of these assertions.
3.1. The Fracture of the “Imaginary Body”. The breast is
part of the female “body image,” being appreciated from the
erogenous (alo-/autoerotic) point of view, which is often the
expression of her own worth and power. Such limits may
be seen in the interviews, in whose space many diﬀerent
retrospective attitudes about the image of this anatomic area
(she is proud of her breast, she hides or disguises it, wants
to show them in order to receive a praise, makes her feel
conﬁdent, it is related to shame, etc.) are recorded. Hence,
we have included it in the Sexual Body Schema (SBS) (14.15)
not just for producing erotic sensations but for the value the
woman gives it and, eventually, gives to herself because of its
possession.
Mastectomy, as a breast removal, involves the loss of this
worthy image, which provokes the fracture of the “corporal
imaginary” (a discontinuity in the SBS), which is not obse-
rved in the surgical treatment of other female tumours.
Therefore, after surgery, there is a fall in value (or erotic
value) in two ways.
(a) In relation to herself, the loss of the breast is
experienced by women as an attack to the body image
worrying about aesthetic features from that moment, which
provokes that she does not feel beautiful: “When I see myself,
I do not feel I have any charm, and this is a huge problem for
me. I try to acceptit, but I cannot.” Then it is not strange that
she avoids looking at the mirror, which is a reference to the
personal charm that no longer exists: “My appearance was
like a circus clown, I felt sorry for myself,” and also avoids
all those situations where she has to expose her body to the
gaze of others (beaches, pools, gyms, etc.), in a way to hide
herself, what we take as a “nonexhibitionist” attitude: “I used
to walk naked around the house, but when I was operated I
didnotdoitanymore”;“Ienjoyedgoingtothenudistcolony,
I took pleasure in the feeling of getting into the water and
swimnaked,nowI’mashamedofthatandI’vestoppeddoing
it.” The latter is understood as a way of not wanting to face a
“mirror” in other people, fearing to receive a negative image
from them.
At the same time, the loss of courage related to a single
part of the “body image” is transmitted to the complete self-
image and also to the whole personality, showing then a
characteristic chain of thought: “my breast is not worthy”
→ “my body is not worthy” → “I’m not worthy.” The
following sentences of patients testify this: “I used to see
positive things on me, but not now, it seems I’m discovering
more and more imperfections in my body”; “I’m no longer
w o r t h ya sap e r s o n ,Ic o n s i d e rm y s e l fac o m p l e t ef a i l u r e ” ;
“The truth is that I’m no longer good for anything, I’m a
wreck.” We identify a generalization here which expands to
the “whole” person, having internal connections established
between diﬀerent groups of representations in the same
organization of the ego [21].
This leads to a fall in the self-esteem (“non-self-
esteemed” feelings) that drive the woman not to like herself
or even to reject herself, leading her to an attitude of intro-
version, inward-looking, shyness, insecurity, conﬁnement,
and/or social inhibition, which did not exist before the
problem or at least were not so emphasised. We can even talk
about feelings of inferiority: “I hate the way I am, because
I do not feel like the other women, I’m not complete,” “I
feel I’m not worthy and I do not know how to explain it,”
“When I’m with my friends I become a shy person since
I feel I’m inferior”; “I do not understand how this can
make such an inﬂuence on me, since it not only stop me
in intimacy with my sentimental couple, but also with the
visitors who come home and I’m speechless when I’m with
them,asthoughIhadnowordsandcouldnotexpressmyself.
This had not happened to me before.” Such feelings can be
compensated by developing activities that previously were
lack of interest, studying, working, reading, embellishing,
and so forth: “I’ve started to study and I feel better now. I did
not think I could do it, but here I am, the disease has brought
me something good.” Many of these women ﬁnd in these
reactionsawaytoevadethemselvesandavoidthinkingabout
their problems. More disturbing was those patients who had
“reaction formations” which brought them to appear egoist
and arrogant: “I’ve faced all this with a lot of integrity and
I have proved to myself many times that I can deal with
any problem;” in these circumstances having a subsequent
collapse is not uncommon [22].
(b) In relation to others, what happens to the woman
herself is reﬂected in her surrounding environment; that is,
her body appearance may now be described through the
manifestations, statements, or opinions from those around
her, especially her couple, family, or friends, so she is more
sensitive to any sign of rejection or disdain, perceiving any
verbal or gestural expression of others as an aﬀront. This
makeshervigilantandshow,quiteoften,alittlebitdysphoric
or irritating reactions.
These women try to hide the loss of a breast, having to
dealwithﬁllingabraorprosthesissincetheyareafraidothers
may discover their physical absence and also they see any
glance as an attack to a zealously guarded privacy. They feel
uncomfortable with people’s curiosity about their physical
condition and, especially, if they look insistently at the lost
breast,feelingeasilyintimidated.Exaggeratedinterpretations
abound here, and it is not easy to determine what is true
and what is a ﬁgment of her imagination when they perceive
rejection in place of esteem in gestures of others.
It is not uncommon in this context, the presence of
phobic symptoms associated with social contact [23, 24].
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lead them to refuse to return to their jobs after the period of
recovery. Some of them kept in secret both the disease and
surgery, and it was diﬃcult for them to show their feelings:
“I have not told anyone what happened to me. My husband,
my mother and my daughters were the only ones who knew
about my problem.” In such a case, the living circumstances
are a matter of shame and women show a tendency to stay
at home, having no desire to go to organizations or support
groups, due to the fact that others can ﬁnd out about what
happens: “I suﬀer from low self-esteem and I spend more
time at home.” Isolation and inactivity contribute to the
problem, as they have more time to think about the situation
of disability and the problems with people around them,
what increased false interpretations of simple comments.
In some cases we recorded non-delusional self-references
when they went out with the thought that they were being
observed or they thought others saw them as an “oddball.”
It is as if the other (magically) could detect the missing
breast with his eyes despite having the body covered: “When
I went out I felt everyone was looking at me, I felt naked in
front of a people’s jury,” “It seemed like my prosthesis moved
constantly and everybody was waiting for the next move.”
For the mastectomised woman, the relationship with her
partner is essential. In fact the latter is involved in her own
thoughts, so that if she does not value herself neither does
her partner: “If I hate myself, how do you think I’ll be
likeable to my husband?” Hence, they are quite sensitive in
the relationship, and their partners do not know how to treat
them and are afraid to do something to disturb, damage, or
inﬂuence them in some way. These women are alert over
the behaviour of men and are afraid of being rejected; this
happens even after leaving the hospital: “I was afraid of not
being able to attract him and that complicated everything.
Then, he reacted very well and he did not give importance
to it at all, as if nothing had changed”; “The fact of not
h a v i n gab r e a s tm a d em el o s es p o n t a n e i t yw h e nIw a sw i t h
myhusband.”Theycaneveninterpretasasignofrejectionor
disdain the fact that he does not take the lead in the physical
contacts.
For these reasons, it is reasonable that these women have
a loss of sexual desire, often suﬀering a deterioration in
their relationships; this can be related to the fact that they
are ashamed of their damaged body image: “Seeing myself
like that, ugly! I spent a long time without having sexual
relationships.” Most women were reluctant to show their
partner the surgical wound: “I had sex with my husband
wearing a shirt and a bra. I could not allow him to see me
so. I did not like me.”
In case of single women they were afraid of meeting a
manandtheideaoftellinghimabouttheirproblemspecially
at the moment of facing her naked body: “If I met someone
else, how could I say I’ve lost a breast? How and when could
I be undressed in front of him? It’s a problem.”
The “corporal imaginary” can also be broken by other
changes which take place after the surgery and which are
related to the absence of the breast, such as the following:
the swelling of the arm caused by the lymphedema, which
provokes brachial asymmetry: “it was a living hell for me
to look at myself in the mirror and see my swollen arm
and the lack of my breast,” and the alopecia that follows the
chemotherapy, may be even more feared than the removal
of the breast because it is impossible to hide. However, we
found women who are shaved and did not mind showing
bald pates or they faced the problem with more serenity after
thinking about it for a while. The capillary prosthesis gives
no ideal solution because it also caused problem in their
relationship with frequent self-references: “People looked at
me when I went down the street, I could not stand it and
came back to my home quickly”; “I felt people had changed
their perception of me”; “I thought they had realised that
I was wearing a wig, because when I was talking they did
not look into my eyes, but to my forehead.” In addition,
wigs cause a special fear at the prospect of ﬂying away or
moving, the binomial intervening concealment/unveiling (to
the gaze of others). The loss of eyebrows and eyelashes make
the problem more diﬃcult because they think her face is
losing its deﬁnition.
(c) Increase in weight and the swelling as a result of the
inactivity due to the fatigue and ﬂuid retention as an after-
eﬀect of medicines, also produces a rejection of the new
image.
3.2.TheProblemof“Femininity”intheMastectomisedWoman.
We have witnessed how the patients associate the lack of
the breast with a loss of “femininity” without knowing
what is going on exactly. We veriﬁed how their discursive
approaches to the problem were clearly expressive of
discomfort: “I looked at my breast and I thought: you’re not
such a woman”; “It takes your femininity away. People say:
The important thing is you overcome the disease, but I said
to the doctor “please, do not remove my breast””; “I stopped
feeling like a woman, something had disappeared. I needed
to have something in that part.”
There is a constant loss of desire in these women,
often attributed to the treatments (e.g., hormonal), but we
detected in the interviews that there were numerous aspects
which had to do with their “femininity” so after recognize
this issue her desire improved on.
We determined that this decrease in the libido is related
to the fact that the woman does not feel themselves to
be attractive once the breast is removed (being bald, with
no eyebrows, with no eyelashes, and more weight). She is
defaced, she has stopped being beautiful, and she does not
feel enough capacity for seducing: “How can you think we
may have a relationship when I’m such a frump?”
We refer here to something which is essential for women
as a part of the “femininity”: the issue of “desirability,”
meaning the fact of whether she is desired or not. The desire
does not work in the same way in the “female position” and
the“male”onebecauseincaseofawomanthebasicprinciple
of being desired/desirable is needed: “if I’m desirable, then
I’ll feel desire” or “I desire him because he desires me.”
These psychological events are altered in the mastec-
tomised woman because, if she does not think her body is
attractive, it will be diﬃcult for her to be able to provoke the
desire in a man: “I do not think I look pretty anymore and
that’s why I have no desire to be with him”; “Something was
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very proud of my breast, I used to go out without a bra. It
was horrible when I had my breast removed. At ﬁrst I could
not believe it and then I did not feel pretty, I thought it was
impossible any man liked to be with me, not even my own
partner”; “The breast is very important for men, I do not
know if it has to do with culture or education. When men
meet a woman they use to look at her breast.”
They may even feel, in association with the other gender,
thattheyareinapositionofdeceptionorfake:“Iwaswalking
down the street and several men were looking at my breast, I
thought I was wearing the prosthesis. A man looks at two
boobs as it’s feminine”; “They look at you but you know




machinery seems to be broken: “I know perfectly well that he
supports me and he says his feelings has not changed, but I
cannot believe it, really.”
Therefore, “being female” means to many women paying
a special attention to their body (to take care of themselves,
to dress themselves up, to get themselves ready, etc.) to make
it desirable, and also involving a man in all that process to
make him “a prey of their many charms.” In this sense, it is
thought that to lose a breast is the equivalent to lose a part
of their “femininity,” and, what is more, some of them feel
like they lose their own identity: “I said, I’m not the same
anymore”; “With this, doctors steal your own personality.”
We must add that they also have to change their clothes
so as to be able to hide the lack of their breast or the
prosthesis, so they cannot use freely low-cut neck clothes,
tight or transparent: “I had to ﬁnd another type of clothing
thatwasverydiﬀerentfrommypreviousstyle. It’sveryhard”,
“I did not feel feminine because I had to wear a bra which
looked like my grandmother’s. Mastectomy limits yourself
when wearing your underwear.”
This change of clothing prevents them from seducing
by showing their body shapes, including the cleavage or
the intermammary sulcus, both of them being a powerful
incentive to attract the gaze (and the desire) of a man: “I feel
I’m a less ﬂirtatious woman because I have always loved to
wear low-cut neck clothes and miniskirts.”
Interestingly when the breast reconstruction has been
successful and they were satisﬁed with the results, they
startedtofeelfeminineagain:“NowIhavethatshape,Iknow
that’s not my breast, but I can already dress as a female and I
donothavetowearanorthopaedicbra”;“Ihaveanexpander
and it has provoked a turn of the screw in my life.” “I have
more desire to wear a low-cut neck shirt or to crouch at any
time.BeforethereconstructionwhenIcrouchedIsawahole.
I am much happier.” As a matter of fact, many authors have
agreed in asserting that one of the reasons to have a breast
reconstruction is to have the freedom to use diﬀerent types
of clothes [25–31].
3.3. Mutilation or “the Real” of the Body. Although the oper-
ation took place some time ago, many patients still had in
their minds the issue of mutilation. This one belongs not to
the “body image” (already discussed) but to a psychological
dimension which Lacan [32] called “the Real” of the body to
refer to a hole impossible to be integrated into the psyche.
Indeed, any organic disease or corporal disorder must be
integrated into the psyche through a process of symboliza-
tion or “signiﬁcantization” [16] to keep mental stability.
The phenomena related to this dimension are shown
from the early stages of the operation, although they can
decrease, they never disappear completely. In the early stages
we observed the fear of the patients when they looked at
the mirror or when they touched that part of their body,
especially when they were cleaning them up, doing it in a
special way (with their eyes closed, in the dark, etc.) since
they could not face the postoperation modiﬁcations. This
is a way of refusing to be aware of the mutilation which is
considerd as a defense from “the Real.”
What we have here is the horror or the fear of the
impressive presence of a deformed body, on which it is
impossible to articulate a word, which makes the woman feel
speechless. That is the reason why the modern medicine tries
to avoid, by all means, this terrible event, by developing ways
to reconstruct the breast so that its absence is not exposed:
“It was a great relief for me when I checked my breasts were
still in their place after the operation. I thanked God because
that awful situation had already gone.”
Some women may avoid this confrontation during a
long time and when they ﬁnally face it they receive a strong
impact: “I was not prepared to perceive the scar in the mirror
untilseveralweeksafterthesurgery.Althoughmydoctorhad
explained to me what he had done during the operation and,
when I did it, I was paralyzed by shock. There was a missing
part on me”; “The image I found out in the mirror caused
me a great disappointment, I could not see it. I thought life
w a sv e r yh a r df o rw o m e n , ”“ Il o o k e da tm y s e l fi nt h em i r r o r
and started to cry”; “It took me six months to look at myself
in the mirror, although I saw many images on the Internet.
At the end I was able do it and I cannot explain how I felt.”
It is not uncommon to display depersonalization experi-
ences:“IdidnotknowwhoIwas,Ididnotrecognizemyself,”
“I thought I’d never be the same anymore. I felt weird,” “it
w a sa ne n i g m at om ew h e r eIw a so rw h oIw a s . ”
All these experiences often turn into sexual refuse,
“asexuality,” or “aversion to sex.”
We must not ignore that some secondary eﬀects of
the treatments may also be unacceptable beyond the mere
aesthetics (e.g., The swelling of the arm can cause many
limitations, chemotherapy causes nausea and fatigue, etc.)
3.4. Particularly Problematic Cases. The psychological elab-
oration of mastectomised woman is not always performed
favourably, and we have already mentioned that her per-
sonality is essential concerning this matter [20]. Therefore,
those who have more diﬃculties and who may be more
aﬀected by the disease are those who dedicate too much time
and energy to take care of their body in order to preserve
their physical appearance. They are also people who avoid
enlightening other longer-lasting qualities than the physical
ones. An intense dedication to the body care takes away
a valuable time which could be used for other activities,6 International Journal of Surgical Oncology
thereby losing the opportunity to acquire representational
material from other sources.
We refer to women who (a) take all their self-esteem
from corporal values as well as physical attractiveness, while
they seek and live looking for the attention of those who live
around them, (b) describe their breast as a very important
factor of the sexual desire (desirability), and, above all, (c)
have too high expectation of ideal body. It seems clear that
an uncompleted body image is produced in mastectomy and
a woman with these (hysteriform) characteristics is unable
to assimilate since it diﬀers dramatically from what we might
call the “ideal sexualised body schema” (ISBS).
4. Argument and Conclusion
In the preceding pages we have strived to study the women
aﬀected by breast cancer, a ﬁeld in which advances are
becoming larger and larger every day, so that the early
detection, the change in treatment guidelines, and the
possibility of reconstruction have changed the outline of this
medical issue. But the particular circumstances of each case
provoke that not all the aﬀected women can beneﬁt from
breast reconstruction techniques keeping a normal body
appearance. Many of them lose the breast, what leads them
to psychological problems [8, 10, 11, 33, 34]. So they should
be supported by a mental health professional skilled in these
matters.
Once the mastectomy has been produced, the woman
suﬀers too much due to the physical change she has
experienced,althoughthispsychologicalpaincansometimes
be hidden behind another such as the fear of disease and
its possible reappearance, but this does not mean it is not
present. Halsted, the founder of breast surgery, focused on
the issue of saving the lives of the patients, leaving aside the
“body image.” In this sense he wrote the following: “The
disabilityisirrelevantincomparisontothelifeofthepatient.
In addition, these patients are old, they have an average of
nearly 55 years.” These claims are now meaningless.
At ﬁrst, the mastectomised woman shows a fracture
in the “corporal imaginary,” that is, in the mental image
of the body that everyone has, which is directly linked
to intersubjectivity. Then, the self-image depends on how
the others perceive it and vice versa. These interactions
were already suspected by Sartre [35] and developed by
Schilder [36]a n dL a c a n[ 37], being the latter who related
them to narcissism. As a consequence, the “body image” is
inextricably linked to the self-appraisal.
The breast, in this situation, constitutes itself an essential
eroticpartthatgivesvaluetothewoman.Itisunderstandable
that the removal of such a worthy part for her leads to the
idea of stopping be desirable. This is something that aﬀects,
in a greater or lesser extent, all the women who pass through
this situation. They avoid, from that moment, any situation
which reveals its “imaginary incompleteness,” hiding it from
other people and also from themselves. The lack of value of
a body part, representationally, is widespread to the rest of
the person. It is then that the fall of self-esteem takes place
leading to introversion and social inhibition. The feeling of
inferiority has a rather unique development here, since it
breaks with the particular competition which leads them to
think “I’m better than you”; now, by contrast, that cannot
be said anymore. In that moment we witness the Adlerian
compensations, which need not be considered pathological
but an excess of the opposite may occur, in which case the
woman may show her arrogance and immoderation: “I can
deal with everything,” “nothing can stop me,” and so forth.
This broken “corporal imaginary” is given, mostly, in the
emotional-sexual ﬁeld, as it is in privacy, where they are fully
examined. The possibility of rejection here is felt in depth.
Hence, they become very sensitive to the behaviour of their
couples. But these, taking our experience as an example, tend
to be careful and keep on behaving as they used to do despite
the change. They declare frequently that they do not mind
the consequences the operation has had on their bodies. It is
not weird that some surgeons, presuming the magnitude of
the problem, recommend their patients to have sex as soon
as possible.
It is not strange that mastectomy discusses the matter of
“femininity”anditshouldbetreatedadequately,asalmostall
the interviewed women understand the removal as an attack
to their femininity. In order to understand the problem, it
is necessary to get into the ﬁeld of “masculinity-femininity”
and “the games of attraction between men and women.”
We discovered then that the “femininity” or “the female
position” is associated with the disposition of the body of
the woman based on the attractiveness it has for a man.
I t sf u n c t i o ni st ob e c o m ea t t r a c t i v ea sw e l la sa w a k e nt h e
desire of him, an aspect which we have named “desirability”
in this paper. This phenomenon does not occur when
there is a missing breast and she feels disﬁgured, and the
femininity weakens. The comfort that comes when they see
their couples, tireless and faithful, do not seem to have lost
the desire, while they are expecting to detect any kind of
reluctance on them.
Obviously, a series of behaviours are intended to praise
and enhance the physical through the mending and clothing
in order to get the “desirability.” Logically thinking, the
clothing worn by the mastectomised woman does not
necessarilytiewithsuchbehaviour,byalteringthepositionof
the women. The interviewed women complain that doctors
“do not put in the shoes of the women” and that may be
true in some cases, since it is advisable to scrutinize the
e x p e r i e n c e sw eh a v ed e s c r i b e dt od oi t .
The quality of the previous sentimental relationship
clearly inﬂuences the existing communication, particularly,
this entire journey, so that, if it is a good relationship, we will
consider it a positive case. We have seen that, in the frequent
periods of high emotion, if the communication leaves a lot to
be desired, any act or omission is received with much more
power and impact.
One aspect that we do not want to leave out, perhaps
one of the most dramatic, is the one that has to do with the
problem of mutilation, which lies in “the Real” of the body
[32]. It is something impossible to integrate into the psychic
life and that occurs in the hospital in many ways, being the
most common is to avoid a direct conﬂict with the mirror or
any other situation which shows them that “body fracture.”International Journal of Surgical Oncology 7
It is common that, in later times, a part of the phenomenon
still remains (e.g., feeling disgust, repulsion, or shivers).
For all the explained reasons, not only the woman has
to make a physical eﬀort to recover from a sick body,
which often leaves her exhausted, but also she must make
an extra mental work to prepare herself to all the adverse
events described above. These are not always easy to assume,
especially in the cases where the patient depends too much
on her body, uses her image in her job, has a lack of
independency since she only exists when other people look
and/or admire her, and she is at the beck and call of powerful
“physical ideals” that make her think in achieving a “perfect
body” impossible to reach.
Therefore, the patient has to try to ﬁght herself as
Baudrillard insists in one of his famous texts that “The body
has become the most beautiful object of consumption,” to
develop new personal skills that lead the woman to another
state with which she can feel less disconcerted.
References
[1] L.Tab´ ar,A.Gad,andL.H.Holmberg,“Reductioninmortality
from breast cancer after mass screening with mammography,”
Lancet, vol. 1, no. 8433, pp. 829–832, 1985.
[2] C. M. Malata, S. A. McIntosh, and A. D. Purushotham,
“Immediate breast reconstruction after mastectomy for can-
cer,” British Journal of Surgery, vol. 87, no. 11, pp. 1455–1472,
2000.
[3] Y. Brandberg, M. Maim, and L. Blomqvist, “A prospective
and randomized study, “SVEA”, comparing eﬀects of three
methods for delayed breast reconstruction on quality of life,
patient-deﬁned problem areas of life, and cosmetic result,”
Plastic and Reconstructive Surgery, vol. 105, no. 1, pp. 66–74,
2000.
[4] W. S. Schain, T. M. d’Angelo, M. E. Dunn, A. S. Lichter,
and L. J. Pierce, “Mastectomy versus conservative surgery and
radiation therapy: psychosocial consequences,” Cancer, vol.
73, no. 4, pp. 1221–1228, 1994.
[5] J. H. Rowland, J. C. Holland, T. Chaglassian, and D. Kinne,
“Psychological response to breast reconstruction. Expecta-
tionsforandimpactonpostmastectomyfunctioning,”Psycho-
somatics, vol. 34, no. 3, pp. 241–250, 1993.
[6] J. H. Rowland, “Psychological impact of treatments for breast
cancer,” in Surgery of the Breast: Principles and Art,S .L .E n
Spear, Ed., pp. 295–313, Lippincott-Raven, Philadelphia, Pa,
USA, 1998.
[ 7 ]A .V .M .H u g h s o n ,A .F .C o o p e r ,C .S .M c A r d l e s ,a n dD .C .
Smith, “Psychosocial consequences of mastectomy: levels of
morbidity and associated factors,” Journal of Psychosomatic
Research, vol. 32, no. 4-5, pp. 383–391, 1988.
[ 8 ]D .I r v i n e ,B .B r o w n ,D .C r o o k s ,J .R o b e r t s ,a n dG .B r o w n e ,
“Psychosocial adjustment in women with breast cancer,”
Cancer, vol. 67, no. 4, pp. 1097–1117, 1991.
[9] S. K. Al-Ghazal, L. Fallowﬁeld, and R. W. Blamey, “Compari-
son of psychological aspects and patient satisfaction following
breast conserving surgery, simple mastectomy and breast
reconstruction,” European Journal of Cancer, vol. 36, no. 15,
pp. 1938–1943, 2000.
[10] M. Charavel, A. Br´ emond, and I. Courtial, “Psychosocial
proﬁle of women seeking breast reconstruction,” European
Journal of Obstetrics Gynecology and Reproductive Biology, vol.
74, no. 1, pp. 31–35, 1997.
[ 1 1 ]L .H o l m b e r g ,E .Z a r e n ,H .O .A d a m i ,R .B e r g s t r o m ,a n d
T. Burns, “The patient’s appraisal of the cosmetic result
of segmental mastectomy in benign and malignant breast
disease,” Annals of Surgery, vol. 207, no. 2, pp. 189–194, 1988.
[12] D. Barcia and F. Ruiz, “Aspectos psicol´ ogicos relacionados
con el diagn´ ostico de c´ ancer de pecho, la mastectom´ ı ayl a
reconstrucci´ on de la mama,” Anales de Psiquiatr´ Ia , vol. 7, pp.
283–294, 1985.
[13] J. M. Garc´ ı aA r r o y oa n dM .L .D o m ´ ınguez L´ opez, “Funda-
mentos de la psicoterapia con mujeres afectadas de c´ ancer de
mama,” Alcmeon, vol. 16, no. 2, pp. 125–139, 2009.
[14] J.M.Garc´ ıaArroyo,“Encuentrodemastectomizadas,”inActas
del 4th Congreso Estatal de la FESS. En “Ayer, Hoy, Ma˜ nana”,
Consejer´ ıa de Salud del Pa´ ıs, Valenci´ a, Spain, 1991.
[15] J. M. Garc´ ıa Arroyo, “La sexualidad de la mujer mastec-
tomizada,” in Actas I Congreso Internacional de Aprendizaje y
Comunicaci´ on Pre y Posnatal, SEGO, Valenci´ a, Spain, 1996.
[16] J. A. Miller, L aE xp e ri en ci ad eL oR e a lenl aC u r aP s i c o a n a l´ Itica,
Paid´ os, Buenos Aires, Argentina, 2003.
[17] J. M. Garc´ ıa Arroyo and M. L. Dom´ ınguez L´ opez, “Por d´ onde
seguir investigando en psicopatolog´ ıa?” Revista Informaciones
Psiqui´ atricas, vol. 1, no. 199, pp. 39–56, 2010.
[18] J. M. Garc´ ıa Arroyo, “Lo cuantitativo y lo cualitativo en
psicopatolog´ ıa:unaaproximaci´ ondesde1asubjetividad(parte
I),” Anales de Psiquiatria, vol. 17, no. 7, pp. 319–324, 2001.
[19] J. M. Garc´ ıa Arroyo, “Lo cuantitativo y lo cualitativo en
psicopatolog´ ıa:unaaproximaci´ ondesde1asubjetividad(parte
II),” Anales de Psiquiatria, vol. 17, no. 7, pp. 325–332, 2001.
[20] J. M. Garc´ ıa Arroyo and M. L. Dom´ ınguez L´ opez, “Reacciones
psicol´ ogicas de la mujer ante el diagn´ ostico de c´ ancer de
mama,”AnalesdePsiquiatr´ Ia,vol.25,no.6,pp.287–294,2009.
[21] H. Bleichmar, Estudio Sobre la Enunciaci´ on y la Gram´ atica
Inconsciente,N u e v aV i s i´ on, Buenos Aires, Argentina, 1995.
[22] K. M. Goin and J. M. Goin, “Psychological reations to prophi-
lactic mastectomy synchronous with contralateral breasts
reconstructions,” Plastic and Reconstructive Surgery, vol. 70,
no. 3, pp. 355–359, 1982.
[23] P. Fern´ andez-Arg¨ uelles and O. Garc´ ıa L´ opez, “S´ ıntomas
f´ obicos en pacientes con c´ ancer de mama,” Anales de
Psiquiatr´ ıa, vol. 6, no. 1, pp. 3–5, 1990.
[24] P. Fern´ andez-Arg¨ uelles, A. Duque, A. Borrego et al.,
“Trastornos ps´ ıquicos y adaptaci´ on psicosocial tras la mas-
tectom´ ıa: estudio retrospectivo y prospectivo,” Anales de
Psiquiatr´ ıa, vol. 5, no. 1, pp. 20–24, 1989.
[25] C. M. E. Contant, A. M. E. A. van Wersch, T. Wiggers, R.
T. J. Wai, and A. N. Van Geel, “Motivations, satisfaction,
andinformationofimmediatebreastreconstructionfollowing
mastectomy,” Patient Education and Counseling,v o l .4 0 ,n o .3 ,
pp. 201–208, 1999.
[26] L. L. Reaby, “Reasons why women who have mastectomy
decide to have or not to have breast reconstruction,” Plastic
and Reconstructive Surgery, vol. 101, no. 7, pp. 1810–1818,
1998.
[27] M. L. Korvenoja, K. V. Smitten, and S. Asko-Seljavaara, “Prob-
lems in wearing external prosthesis after mastectomy and
patient’s desire for breast reconstruction,” Annales Chirurgiae
et Gynaecologiae, vol. 87, no. 1, pp. 30–34, 1998.
[28] L. L. Reaby and L. K. Hort, “Postmastectomy attitudes in
women who wear external breast prostheses compared to
those who have undergone breast reconstructions,” Journal of
Behavioral Medicine, vol. 18, no. 1, pp. 55–66, 1995.
[29] W. S. Schain, D. K. Wellisch, R. O. Pasnau, and J. Landsverk,
“The sooner the better: a study of psychological factors in8 International Journal of Surgical Oncology
women undergoing immediate versus delayed breast recon-
struction,” American Journal of Psychiatry, vol. 142, no. 1, pp.
40–46, 1985.
[30] D. J. W. Keith, M. B. Walker, L. G. Walker et al., “Women who
wish breast reconstruction: characteristics, fears, and hopes,”
Plastic and Reconstructive Surgery, vol. 111, no. 3, pp. 1051–
1056, 2003.
[31] D. K. Wellisch, W. S. Schain, R. B. Noone, and J. W. Little III,
“Psychosocial correlates of immediate versus delayed recon-
struction of the breast,” Plastic and Reconstructive Surgery, vol.
76, no. 5, pp. 713–718, 1985.
[32] J. Lacan, Escritos, vol. 2, Siglo XXI, Madrid, Spain, 1977.
[33] P. Hopwood and G. P. Maguire, “Body image problems
in cancer patients,” British Journal of Psychiatry, vol. 153,
supplement 2, pp. 47–50, 1988.
[34] G. Matheson and J. M. Drever, “Psyhological preparation of
thepatientforbreastreconstruction,”AnnalsofPlasticSurgery,
vol. 24, no. 3, pp. 238–247, 1990.
[35] J. P. Sartre, El Ser y la Nada, Altaya, Barcelona, Spain, 1993.
[36] P. Schilder, Imagen y Apariencia del Cuerpo Humano,P a i d´ os,
Buenos Aires, Argentina, 1958.
[37] J. Lacan, Seminario 2: El yo en la Teor´ ıa de Freud y en la T´ ecnica
Psicoanal´ ıtica,P a i d´ os, Barcelona, Spain, 1986.